Forty-nine patients with clinical features of vascular disease in the vertebrobasilar territory were examined to evaluate the diagnostic performance of computed tomography. It provided useful information in the diagnosis of acute vascular lesions in patients in whom a definite episode had occurred not longer than 2 weeks before computed tomography was undertaken. It was of value in both haemorrhagic and thromboembolic groups but in many patients angiography was required to make a substantive diagnosis. It was of less value in patients with vague and ill defined symptoms and of no value in transient ischaemia.
In the cerebrum vascular abnormalities such as infarcts' 2 haemorrhages3`and aneurysms7 are usually well demonstrated by computed tomography (CT) although considerable disability may occasionally be accompanied by a normal computed tomogram. On the other hand vascular disease of the vertebrobasilar territory is frequently difficult to assess not only because of the vague symptomatology but because the posterior fossa remains a difficult area to visualise, small lesions being easily missed. In addition longstanding vascular disease may result in a scan demonstrating only cerebellar and brain stem atrophy.' Since the clinical diagnosis of a vascular lesion involving the vertebrobasilar territory is not infrequently made, we considered it would be of value to assess the accuracy of computed tomography in making a definitive diagnosis, in detecting other changes which although not directly related were possibly of a vascular nature and in addition, in assessing the need for other radiological investigations to confirm the clinical diagnosis.
Methods
Details of patients with a clinical diagnosis of vascular disease related to the vertebrobasilar territory obtained from the computer register at the National Hospital for Nervous Diseases, between early 1974 and mid 1976. There were 49 patients, 29 males and 20 females. The notes, CT scans and angiograms of all patients were examined to assess the correlations between clinical diagnosis, CT and other radiological findings. In many cases a definitive diagnosis was never completely established.
The length of time between onset of symptoms and CT was divided into four groups: -1 One to two days (ten patients) 2 Three to six days (five patients) 3 One to two weeks (eight patients) 4 Greater than four weeks (26 patients) 
Discussion
The purpose of this paper has been to assess retrcspectively the diagnostic performance of computed tomography in those with a confirmed or presumed diagnosis of a vascular lesion in the posterior fossa. Although a number of patients were included in whom the clinical diagnosis was equivocal and whose scans were normal the majority fell into two main groups, those with haemorrhage and those with thromboembolic disease. They are discussed together because in practice the presenting features are often similar.
Initial assessment of this diverse group of patients separated them almost equally into two groups, those (23 patients) in whom the scan was undertaken early, between one and 14 days after the ictus and those (26 patients) where the scan was undertaken more than 1 month after the onset of the symptoms.
We divided the patients scanned within the first two weeks into three subgroups since we thought it possible that thromboembolic lesions scanned within two days of the ictus might not yet be demonstrated on CT while in those patients with subarachnoid haemorrhage a transiently abnormal scan might already have returned to normal hy the time the scan was undertaken. No difference was found, however, between these three subgroups. Twenty of these scans were abnormal and in two of the three normal scans, the symptoms were of transient ischaemia.
In all groups there were patients with basilar aneurysms, haemorrhages and infarcts in the vertebrobasilar territory. as well as five patients with changes outside the posterior fossa. Of these one probably was developing hydrocephalus due to a brain stem haemorrhage, while another had an evolving but incomplete stroke at the time of his scan which was normal.
There was agreement between the clinical and CT diagnosis in 14 patients, all of whom had either posterior fossa haemorrhages or low density infarcts. The Computed tomography therefore provides useful information in the diagnosis of the acute vascular lesions of the posterior fossa in those in whom a definite episode has occurred not longer than two weeks before computed tomography is undertaken. It is of value in both the haemorrhagic and thromjboembolic groups, but in many of these angiography is required to make a definite diagnosis. Computed tomography is of less value in the group of patients with vague and ill defined symptoms, suggestive of vertebrobasilar disease, but without evidence of an acute episode and it is of no diagnostic value in transient ischaemia.
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